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Hebosteotomy Compared with Other Procedures in the Management of 
Labor in Contracted Pelves.— Pfannenstiel ( Surgery , Gynecology, and 
Obstetrics , October, 1908) has found that hebosteotomy enlarges the 
transverse diameter of the pelvic inlet on the average 4 to 5 cm., and 
occasionally 7 cm. The anteroposterior diameter is increased 1 cm., or 
at most 1.5 cm. The pelvic outlet is enlarged only about 2 cm. in the 
transverse diameter, and 0.5 in the anteroposterior. A conjugata vera 
of 8.5 cm. must be present for the successful passage of a normal child. 
Accordingly, the operation is indicated only when me conjugata vera is 
7 cm. or more. In a flat pelvis in which the inlet is contracted, but in 
which the outlet is large, the operation may be employed with a true con¬ 
jugate of 6.75 cm. In generally contracted pelves one should not go below 
the limit of 7.5 cm., because the outlet is also contracted. Lacerations arc 
very apt to occur in such cases from the cut ends of the bone. There is 
no upper limit to the operation, which may be chosen upon the compara¬ 
tive size of mother and child. It is then of the greatest importance to 
ascertain this fact in the higher grades of pelvic contraction. Cesarean 
section is indicated in flat pelves with a conjugata vera under 7 cm., in 
generally contracted pelves with a conjugata vera under 7.5 cm., and in 
the case of a very large child, with a conjugata vera of 8 cm. In com¬ 
paring results of hebosteotomy and Cesarean section, the mother is 
exposed to about the same risk in both operations, an average mortality 
of 4.5 per cent. The infant mortality in hebosteotomy is 7 per cent.; in 
Cesarean section, 1 per cent. For success in both it is important that no 
previous effort at delivery should have been made, and that the condition 
of the patient should be absolutely aseptic. If infection has occurred, 
then both operations should be declined. Version should be avoided after 
the operation, but the high application of forceps is permissible when 
infection is absent. This attempt must be made very cautiously, and if 
the head is not readily delivered then craniotomy should be done. When 
the patient declines the operation, in flat pelves of moderate contraction, 
with the child of moderate size, prophylactic version is advised. Induc¬ 
tion of labor before the thirty-sixth week, when the head is proportionate 
to the pelvis, gives good result. If the pelvis is generally contracted, the 
true conjugate must be not less than 8 cm., and If flat, 7.5 cm. Careful, 
aseptic technique is necessary, and in flat pelves dilatation with bags, 
followed by prophylactic version, may be employed. In generally con¬ 
tracted pelves bougies may be used and spontaneous labor encouraged 
as much as possible. The use of forceps will often be indicated, but the 
mortality for the children in induced labor varies from 2 to 18 per cent. 
The operation for the child is less safe than hebosteotomy or Cesarean 
section. The operation is to be performed by an experienced surgeon 
only. 
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Pfannenstiel’s method in hebosteotomy is as follows: The incision, 
about 1.5 cm. long, is made on one side in the groove between the labium 
minus and labium majus. It is parallel to the descending ramus of the 
pubes, and is made down to the bone. The soft parts behind the pubic 
bone are separated by an elevator and the fingers. Bumm’s needle is 
introduced from below upward to the tubercle of the pubis, with saw 
attached, pulled through, and the bone sawed subcutaneously. The 
wounds above and below are closed with silkworm-gut suture, and the 
patient is delivered. Spontaneous labor is not waited for to avoid pain 
and delay. In four cases labor was complicated by prolapse of the cord, 
and in tnrce by excessive pressure upon the head. When the soft parts 
are very narrow, Pfannenstiel makes a prophylactic perineovaginal 
incision on the same side with the incision through the bone. This he 
thinks prevents lacerations of the soft parts by the bone. 

Puerperal Salpingitis.— Friedman {Surgery, Gynecology, and Obstet¬ 
rics, October, 1908) draws attention to puerperal salpingitis, and 
describes the symptoms in 21 cases. He distinguishes a gonorrhoeal 
variety and that due to other infections. This disorder usually appears 
about the third day, with rise of temperature to 102° F. or 103° F. If 
the infection is limited to the tube, the puke does not rise in proportion 
to the temperature. The patient complains of pelvic pain on tne affected 
side, and lies flat with the leg drawn up. There is moderate tenderness on 
deep pressure. Spasm is usually absent The lochia are at first normal, 
then contain pus. If the tube is not closed, and drains, very little pain 
is present Three types of this condition may be observed: The first, 
in which the tube is closed at the peritoneal extremity, but drains into the 
uterus, pain and temperature are moderate or absent, but the lochia veiy 
soon contain pus. When both ends of the tube are occluded the lochia 
are normal, but pain and temperature are much increased. Occasionally 
the tube ruptures into the peritoneal cavity. When the uterine extremity 
of the tube is closed, the peritoneal end open, the temperature high, then 
peritonitis is apt to develop from the escape of pus into the peritoneal 
cavity. Both ends of the tube are rarely ever open. When the right 
tube is affected, then appendicitis may be suspected ako. As the prog- 
nosk is good, the treatment usually required consists in the adminis¬ 
tration of codein, and absolute rest. Interference k rarely necessary, but 
should be undertaken if the case does not promptly improve. 

Traumatic Rupture of the Uterus and Bladder during Labor at Full 
Term; Hysterectomy, Repair of Bladder, and Recovery.— Brown and 
Swahlen {Jour: Amer. Med. Assoc., October 24, 1908) report the case 
of a multipara attended in labor at first by a midwife. Later a spedalkt 
was summoned, who made an ineffectual attempt to deliver with forceps. 
The head was transverse above the pelvis but had not engaged. The 
lower uterine segment wa3 very thin and reached to the umbilicus. 
When forceps failed, the patient was advked to go to the hospital, but 
refused. Tne back of the child was to the mother’s right. An attempt 
was then made to deliver by version, and one leg of the child was brougnt 
into the vagina. At tins point the uterus ruptured, and the child could 
be felt upon the left side of the abdomen, and the contracted uterus 
upon the right. 



